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whilst local anaesthesia was associated with an in- 
crease in blood pressure during clamping of the artery 
but was followed by a reduction in blood pressure 
in the postoperative period. I In the non-randomised 
studies, no clear pattern of blood pressure control 
was observed. ~ This is probably because perioperative 
blood pressure control is complex and not just de- 
pendent on the type of anaesthesia. As mentioned, the 
type of agents used to induce and maintain anaesthesia 
can affect blood pressure, but so too will the peri- 
operative fluid regimen and the type of surgery per- 
formed. For example, it is possible that the use of a 
shunt may affect blood pressure. Deliberate or ac- 
cidental severing of the nerve to the carotid sinus will 
also affect blood pressure. In addition, two trials have 
shown that blocking the function of this nerve by 
infiltrating local anaesthetic prior to endarterectomy 
results in an increase in systolic blood pressure during 
the operation 2'3 although this was not confirmed in 
another trial. *
Due to its complexity and the diversity of anaesthetic 
and surgical procedures, it would be difficult o stand- 
ardise perioperative blood pressure control in a trial 
of local versus general anaesthesia. However, clearly 
blood pressure would have to be measured so that 
the analysis could take any differences into account. 
The issue of whether a general anaesthetic that main- 
tains systemic blood pressure is associated with better 
outcomes than one that does not requires a separate 
randomised comparison which could be factored into 
a trial of local versus general anaesthesia. 
C. Counsel l  and C. Warlow 
Edinburgh, U.K. 
Carotid Surgery and Ocular Ischaemia 
Sir, 
We would like to thank Mr Coleman et aI. I for the 
interest hey have shown in our paper 2and for their 
comment on the light-induced amaurosis which is in 
agreement with our results. 
In answer to their questions, two patients in our 
series had preoperative periorbital pain with normal 
intraocular pressures. In both patients ipsilateral ca- 
rotid endarterectomy was followed by resolution of 
the periorbital pain. The two patients in our series 
with improvement of their visual fields had multiple 
and bilateral preoperative visual field defects. Both of 
these patients had normal sinus rhythm with no known 
heart disease; hence the most likely embolic source 
was the carotid plaque. A third patient with a single 
small scotoma nd defect otal of 012 on a logarithmic 
scale, developed a second small scotoma nd a defect 
total of 022 following his carotid endarterectomy. This 
may have been the result of peroperative micro- 
embolisation. One patient with bilateral 90% internal 
carotid artery stenosis and external carotid artery oc- 
clusions experienced a ramatic postoperative increase 
of his intraocular pressure associated with visual de- 
terioration. The preoperative intraocular pressure was 
17mgHg and postoperatively this increased to 
35 mmHg. In addition this patient developed post- 
operative rubeosis and rapid lenticular changes. Cil- 
iary body ischaemia may cause normal or low 
intraocular pressures in patients with ischaemic oc- 
ulopathy. These patients develop increased intraocular 
pressures following carotid endarterectomy because 
of increased production of aqueous humour when the 
ciliary body regains increased blood supply. 2
G. Geroulakos 
London, U.K. 
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Graft Failure and Amputation 
Sir, 
Dr Panayiotopoulos and his colleagues have clearly 
demonstrated that failed femorocrural/pedal arterial 
bypasses do not, per se, uniformly result in loss of the 
knee. 1Factors that defined knee salvage xisted before 
Eur J Vasc Endovasc Surg Vol 14, November 1997 
